PRACTICAL STRATEGIES FROM OUTSIDE OF CLINICAL MEDICINE
Work from the social sciences emphasizes that good communication is more that just the words that are said. Paraverbal communication refers to how words are said (pitch, volume, pacing and emphasis) (2) (3) (4) . Nonverbal communication also requires that clinicians display suitable eye contact, appropriate body language, attend to emotions, show active listening and use reflective silence (2) (3) (4) . Moreover, we really cannot NOT communicate, because failing to make the effort likely sends its own message. This helps to explain why patients and families are frequently dissatisfied, and regularly value clinicians' communication skills as equal or greater than clinical skills (5, 7, 18) . Although Situation/Background/Assessment and Recommendation (SBAR) originated with the military, it offers acute medicine a basic structure for interprofessional communication, particularly during complexity or when individuals are strangers (2) (3) (4) . SBAR can also add structure to nonacute discussions between health care providers and recipients. Medical 'closed-loop communication', which originated with aviation, demands feedback to confirm that instructions were heard and understood. Similarly, this can be applied to the family conference by asking patients, families or surrogate decision makers to 'close the loop' and repeat back key points (2) (3) (4) . Clinical medicine has also developed its own tools. The following is far from comprehensive and readers are encouraged to explore further.
PRACTICAL STRATEGIES FROM INSIDE CLINICAL MEDICINE
The Calgary-Cambridge guide divides the medical interview into: initiate the session; gather information; provide structure; build a relationship; explain and plan; and close the session (2, 6 (21) promoted a communication bundle (as part of a multifaceted quality-improvement process). Six activities are expected within day one: identification of the surrogate-decision maker; code status; advance directive; pain; dyspnea; and distribution of a brochure. Four additional goals are to be met by the end of day three: family meeting; discuss prognosis; assess patient-specific goals; and offer spiritual care. Tools and bundles provide structure and reliability to complex communication. They also promote communication as more than just facts transmitted from doctor to patient. The patient is validated as someone with beliefs and values, and as part of a larger 'life-support system' that includes family, friends and community (13, 18, 20, 21) .
COMMUNICATION: MORE THAN WORDS CAN SAY
The expression "people do not care how much you know unless they know how much you care" has been attributed to Theodore Roosevelt. This should inform clinicians regardless of whether delivering news, fOCuSED REvIEw providing comfort, lessening hostility, combating disbelief or mitigating denial (2, 3, (6) (7) . Particularly when communicating bad news, we should remember that, while routine for us, these are conversations that families are unlikely to forget (2,3,9-10). Combined with 'active listening', the effort put into communication becomes a key way to demonstrate nonabandonment (2, 3) . Investing the time to establish initial 'rapport' (usually defined as 'common perspective'; 'being in sync' or 'on the same page') can facilitate all future interactions (2, 11) and reinforce the patient's psychological reserves (2, 3) .
Insights apply to those who cannot communicate (eg, endotracheal tube, tracheostomy, tongue resection, etc), just as with those who do not talk because of fear or confusion. For patients already burdened with illness, not being able to verbalize and not being understood can hasten a downward spiral into disengagement (2, 3) . Moreover, even when physicians do speak, we may not speak 'the same language' as patients (2, 3, 9, 10) . In addition to technical language, physicians often focus on gathering information or delivering news (2,3,9,10). Patient language may be more concerned with beliefs, fears and hopes. Similarly, patient (and family) coping mechanisms may include regression, denial and aggression, whereas caregivers intellectualize to protect their emotions (2, 3, 9, 10) . Communication that is sensitive, but also objective, can provide a bridge between the 'natural world' of patients and families and the 'scientific world' of caregivers (20, 21) .
LOST IN TRANSLATION
Communication difficulty can be compounded when patients (or families) speak other languages. When we cannot communicate in a patient's native language, we probably treat them differently, even if unintentionally (2, (22) (23) (24) . Even with sufficient time, we are less likely to discuss psychosocial issues or provide lifestyle counselling. When we cannot connect by communicating directly, we are probably less connected overall. Some humanity may be lost and patients may find it more difficult to trust (22, 23) . Communicating with other cultures is beyond the scope of the present review, but can further exacerbate the situation, especially if there are different ideas about autonomy or disclosure.
Using translators can be fraught with potential error (2,22-24). First, using ad hoc translators, such as family members or friends, is associated with more errors than using professional translators (2, (22) (23) (24) . Using friends or family to translate can also impact confidentiality, and increase distress and conflict (2, 22) . However, even with professional translators, communication errors are common. For example, a small study (n=10) of intensive care family meetings involving a professional interpreter found a communication alteration in more than one-half. More than three-quarters of these were deemed clinically significant (24) .
The unusual hours and time pressures of acute medicine mean that translators are not always available (2, 22, 23) . For years, clinicians have used boards (containing common words or drawings). Nowadays, portable smartphone (ie, Google translate [Google, USA]) and tablet applications (ie, Vidatak TM ) can translate, and other innovative devices will, no doubt, be designed over time (eg, the 'Eye-Writer' is a clever prototype communication device for locked-in patients) (25) . Many hospitals also have telephone translation services. Unfortunately, all translation strategies take more time and impair the conversational flow (2, (22) (23) (24) . This can mean less information is delivered, less time reserved for questions and less emotional support provided (2, 22, 23) . Accordingly, patients requiring translation may be less satisfied with their care, less informed when providing consent and may exhibit less outpatient compliance (22) (23) (24) .
Translators are valuable but error prone. Reasons are diverse but include inadequate medical comprehension or the misguided desire to protect patients (ie, some translators regarding themselves as 'cultural buffers') (2, (22) (23) (24) . Clinicians are encouraged to conduct a pretranslation briefing and to emphasize the need for accuracy (and sensitivity) (2, 24) . Briefing should include the gravity of the diagnosis and the degree of certainty. It is also advisable to debrief afterward (2, 24) . This reviews what went well, how to proceed in the future and even the translator's emotional state (2, 24) . Additional resources, including advice, are available from the International Medical Interpreters Association, the Minnesota Department of Health, and the Health Care Interpretation Network (26) (27) (28) . Simulations, whether with mock patients or actual translators, also offer an opportunity for immersion, reflection and risk-free practice. Despite the apparent simplicity of verbal simulations, they may be as realistic as the simulations that require high-technology plastic manikins. They also require minimal cost and logistics (29) .
MEDICAL COMMUNICATION IN CANADA
Canada is one of the world's most multicultural nations. According to the 2011 census, 57% of Canadians use English and 21% use French as their mother tongue (30) . While approximately 20% are allophones (and 0.5% speak indigenous languages), 85% possess a 'working knowledge' of English and 30% possess a 'working knowledge' of French (30) . Overall, French and English remain Canada's dominant languages (30) . However, they are obviously not the number one and number two languages in all Canadian jurisdictions. Fortunately, >98% of Canada's inhabitants can speak at least one of the two official languages. Unfortunately, <20% speak both (30) . Accordingly, Canada has been described as a country of 'two solitudes', separated by these two European founding languages (30) .
Even when using translators, the ability to communicate a few phrases (and the effort demonstrated) may strengthen a therapeutic alliance. While full bilingualism requires immersion and extended practice, many of us have rudimentary language skills that can be augmented. Fortunately, many universities offer courses that can be accessed by medical faculty. Unfortunately, medical words and expressions are rarely included, and often difficult to find elsewhere. Regardless, improving how we communicate medically in a bilingual country (and a multilingual world) has the potential to bring together two other potential solitudes, namely clinicians and patients.
IN CLOSING
Communication is acute care medicine's most important nontechnical skill (1) (2) (3) (4) (5) (6) (7) . It is how we exchange meaning, reduce complexity, address uncertainty, promote a shared mental model, inform, encourage, comfort and challenge (2, 3, (9) (10) (11) . Communication is central to the human experience of illness (2-4), and includes not just patient and doctor, but also the family or surrogate decision makers, and the larger medical team. Because we work in an environment under constant stress, we should not be surprised if patients (and families) doubt whether anyone will take the time to explain or to listen (2, 3, (6) (7) (8) (9) (10) (11) . If we truly believe in being patient focused and family focused, we should seize all opportunities to verbalize that we care.
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FIVE RECOMMENDATIONS
1. Communication should be promoted as one of our most important medical skills. 2. Proficiency in communication should not (and need not) be left to chance 3. We should know (and practise) basic communication tools. 4. We must know the basics (and hazards) of using translators. 5. Strategies exist for language-discordant patients and (again) practice is recommended.
